maturation to sarcopenia later in life. Biological pathways that explain this association likely include physiological, environmental, and genetic factors that facilitate communication between bone and muscle, and span the life course. Determining their influence is the next important step in this work. Age-related changes in cognitive and balance abilities are well-established, as is their correlation with one another. There is, however, limited evidence regarding the directionality of associations and whether or not common biological processes may underlie their age-related declines. The main aim was to explore bidirectional associations between balance and cognitive abilities in mid-later life using data from the MRC National Survey of Health and Development, the 1946 British birth cohort (n=2735). Cognition was assessed at ages 43, 53, 60-64 and 69 with verbal memory and search speed tasks. One-legged standing balance time (eyes closed) was assessed at ages 53, 60-64 and 69. Two autoregressive cross-lagged models simultaneously assessed bidirectional associations of balance with verbal memory and search speed over time. Results suggest a unidirectional association between verbal memory and subsequent balance in both sexes, decreasing with age from 0.14 SD balance (95%CI: 0.10,0.17) per 1SD verbal memory to 0.06 (0.01,0.10) to 0.05 (0.01,0.09). Search speed at age 43 was associated with balance at age 53 [men: 0.11(0.06,0.16); women: 0.09 (0.03,0.13)]; additionally, in men, there was evidence of a bidirectional association between ages 60-64 and 69 [balance to search speed: 0.05 (0.00,0.10); search speed to balance: 0.09 (0.02,0.16)]. These findings support the notion that successful balance relies mainly upon cognitive processing to successfully integrate vestibular, visual and proprioceptive input with motor output. Including a cognitive component in balance and fall risk intervention programs could have an additive benefit in improving neural pathways involved in balance and thus reducing fall risk.
care providers to choose the most suitable one. We compared the accuracy in predicting different clinically-relevant outcomes of five indicators: frailty index (FI), frailty phenotype (FP), the Health Assessment Tool (HAT), walking speed (WS), and multimorbidity. Data from the Swedish National Study on Aging and Care in Kungsholmen, an ongoing population-based study including 3363 people 60+, were used. The ability of the five indicators to predict mortality (3-and 5-year), unplanned hospitalizations (1-and 3-year), and 2+ health provider contacts (6 months prior and after assessment) was compared using the area under the ROC curves (AUC). FI, WS, and HAT showed the best accuracy in the prediction of mortality (AUC for 3-year mortality: 0.84, 0.85, 0.87 respectively; AUC for 5-year mortality: 0.84, 0.85, 0.86 respectively; all p < 0.05). Unplanned hospitalizations were better predicted by the FI (AUC: 1-year 0.73; 3-year 0.72) and HAT (AUC: 1-year 0.73; 3-year 0.71).The most accurate predictor of multiple contacts with health providers was multimorbidity (AUC: 0.67; p < 0.05). All indicators, but multimorbidity, showed higher accuracy among older individuals (75+ years). Different indicators can be used to support physicians during their decision-making process. Some of these tools may also be used to forecast future use of health-care resources, including both hospital-based services and outpatient ones .
